Objective: The purpose of this case report is to describe a rare location for knee osteochondritis dissecans (OCD). Clinical Features: A 28-year-old man presented to a chiropractic clinic with left posterolateral knee pain and swelling with joint locking after falling asleep with knees bent. A history of knee locking was reported by the patient. At presentation, he demonstrated the inability to straighten his left knee. On a pain scale of 1 to 10, he experienced level-8 stabbing pain during all knee ranges of motion with radiation to the foot. The patient was suspected of deep vein thrombosis and was sent to urgent care for evaluation. Intervention and Outcome: Deep vein thrombosis was ruled out, and additional knee imaging was obtained at our clinic. Left knee radiography and diagnostic ultrasound revealed a lateral femoral trochlea osteochondral defect with an associated osteochondral fragment. Magnetic resonance imaging of the left knee was obtained for further evaluation and confirmed the diagnosis of OCD. The patient underwent surgical treatment for loose body removal and trochlear chondroplasty. Conclusion: The diagnostic imaging findings in this case revealed a rare location for OCD, the lateral femoral trochlea. Symptoms of posterior knee pain require careful evaluation by clinicians and radiologists to ensure timely diagnosis and optimal treatment. (J Chiropr Med 2017;16:324-330) 
INTRODUCTION
Osteochondritis dissecans (OCD) is a condition affecting primarily the knee, ankle, and elbow, in which cartilage and bone become detached and form loose bodies in the joints. 1 Among patients between 6 and 19 years of age, the incidence of OCD is 9.5 per 100 000 per year. 2 Patients with OCD commonly report mechanical symptoms (locking or catching) with recurrent joint effusion and pain. 3 The knee is the most common joint affected, followed by the humeral head, capitellum of the elbow, and medial talar dome. 1 The exact etiology of OCD is uncertain, which makes it a "mysterious disease," although microtrauma is implicated in the majority of cases. 4 Osteochondritis dissecans is defined as localized fragmentation and possible separation of a portion of the articular surface. 4 Osteochondral lesion is a focal area of articular injury involving damage to cartilage and subchondral bone. 5 Numerous etiologies have been proposed, including repetitive microtraumatic devascularization or avascular necrosis, as well as genetic factors. 2 Osteochondral lesion, in contrast to OCD, implicates a history of acute trauma with magnetic resonance imaging (MRI) findings of acute fracture, joint effusion, and bone marrow edema. 5, 6 Osteochondritis dissecans was first documented by Ambroise Pare in 1558. 6 Franz Konig first named this pathological entity in 1887. 6 The purpose of this case report is to describe a patient with OCD in a rare knee location, the lateral trochlear chondral surface.
CASE REPORT
A 28-year-old man presented to our chiropractic teaching clinic with severe posterior left knee pain after falling asleep with knees bent in the sitting position. The patient rated his pain 8 on a numerical pain scale of 0-10, with 10 being the worst pain experienced. He did not recall an acute traumatic event. The patient had been treated for knee tendonitis throughout his teenage years. He denied any alleviating factors. A previous history of recurrent knee locking was relieved with self-treatment of massaging the joint until normal range of motion was reported.
On physical examination, there was a grade 2 effusion with no warmth or erythema; pain was provoked on attempted tibia rotation, with tenderness posteriorly and over the lateral compartment. The patient was sent to the urgent care because of suspicion of deep vein thrombosis. Results of a venous ultrasound examination at urgent care were negative for deep vein thrombosis. Radiography was recommended for additional evaluation. We took radiographs at our clinic, which revealed a well-corticated osseous loose body (osteochondral fragment) within the posterolateral aspect of the left knee measuring approximately 2 × 2.5 × 0.5 cm (Figs 1 and 2 ).
For evaluation of internal derangement and further characterization and localization of the loose body, diagnostic ultrasound of the left knee was performed. Ultrasound revealed a large joint effusion extending diffusely into the suprapatellar recess. In addition, a hyperechoic focus (osteochondral fragment) with posterior acoustic shadowing in the posterolateral corner of the knee was identified (Fig 3) . There was thinning and irregularity of the superolateral femoral trochlea cartilage of the patellofemoral joint (Fig 4) .
Magnetic resonance imaging without contrast was recommended to further assess the integrity of the articular cartilage and to quantify the extent of the chondral lesion. Magnetic resonance imaging confirmed the prior reported findings (Figs 5 and 6). The osteochondral fragment was visualized between the underside of the posterior horn of the lateral meniscus and tibia plateau which resulted in the patient's "locking" sensation. The donor site at the lateral femoral trochlea, suspected from the diagnostic ultrasound, was also confirmed (Fig 7) . Because the osteochondral lesion was not associated with an acute trauma history, nor accompanied by acute MRI findings such as bone marrow edema, OCD was diagnosed.
The patient was referred to an orthopedic surgeon for consultation and evaluation. Surgery was advised to relieve symptoms and prevent early secondary degenerative changes caused by the unstable osteochondral fragment. The surgery consisted of a left knee arthroscopy with removal of the osteochondral fragment, lateral femoral trochlea chondroplasty, and lateral retinacular release. The patient felt immediate relief after the operation and began rehabilitation of the knee within the following week. Rehabilitation of the postoperative knee initially consisted of therapeutic ultrasound, electric stimulation, recumbent bike therapy, and cold compressions. As swelling subsided, quadriceps-strengthening exercises were added, as well as stretches to regain full range of motion and strength. The patient made a complete recovery 3 months after surgery. The patient provided consent for this report to be published.
DISCUSSION
Osteochondritis dissecans most often involves the medial femoral condyle (85%), followed by the lateral femoral condyle (13%) and the trochlea (2%). 4 Twenty percent occur bilaterally. 7 In this case, the lateral trochlear chondral surface was the affected location. Osteochondritis dissecans classically divides into 2 forms: juvenile (open growth plate) and adult (closed growth plates). 8 The importance of this classification relates to the distinct pathological and clinical courses. The juvenile form is associated with a much better prognosis. 8 Osteochondritis dissecans can be described as chondral (cartilage), osteochondral or chondral-subchondral (cartilage and bone), subchondral (bone), and cystic (N5 mm deep). 3, 4 Lesions can be subdivided into stable/unstable and/ or displaced/nondisplaced. 4 Radiographic examination of OCD may reveal the osteochondral lesion and/or osseous loose body in the knee joint. 9 Diagnostic ultrasound has been reported to be accurate for evaluating cartilage integrity and the extent of osteochondral defects in the knee. 10 Osteochondritis dissecans is best assessed by MRI, which is used to classify an osteochondral lesion as stable or unstable, the most important prognostic factor. 8 McGahan and Pinney reported that stable OCD findings seen on MRI scans tend to lessen the severity of the lesion. 3 Although MRI is more effective than radiography for evaluating bony defects, arthroscopy is advantageous because of its capacity to diagnose and treat at the same time. 3 Furthermore, unstable OCD MRI findings serve as an orthopedic surgical indication. 5 Magnetic resonance imaging tends to undergrade the severity of instability and, thus, may affect the surgical indication. Hefti et al's imaging criteria, as reported by Heyworth et al, constitute the most recent classification system. 2 Unstable lesions exhibit a loss of low-signal subchondral bone plate continuity, chondral fissuring or delamination, a curvilinear high-signal fluid intensity at the boundary between the progeny fragment and parent bone, and/or detached fragment or loose body. 2 Images for the patient in this case revealed a likely migration of the osteochondral fragment from the anterolateral (donor site) to the posterolateral joint space.
Knee pain is commonly encountered in clinical practice. It is responsible for approximately one-third of all musculoskeletal complaints. 11 Anterior, lateral, or medial knee pain is by far more common than posterior; however, a vast number of conditions may cause posterior knee pain. 12 A focused knee history and orthopedic testing is necessary to reduce the differential diagnosis. 9 Soft tissue and tendon (hamstring, gastrocnemius, and popliteus tendon/muscle complexes) injuries are the most common causes of posterior knee pain. Although soft tissue injury is most common, nerve, ligamentous, menisci, and bone injury must be excluded. More serious lesions (bone tumors, popliteal aneurysm, or deep vein thrombosis) require careful consideration because of their life-threatening potential. 12 Grimm et al described a unique case in which all 3 locations of OCD were found in 1 knee. 4 A 15-year-old athletic male complaining of lateral knee pain was diagnosed with a stable lateral femoral condyle OCD at 11 years of age, which was treated conservatively: he was non-weight bearing for 10 weeks and then wore a hinged knee brace (varus unloader) for 2 years. There was healing of the lesion, and pain resolved. In contrast to our case, the patient was treated surgically because of the unstable and displaced osteochondral fragment.
Treatment for OCD and chondral lesions is challenging because there is a limited capacity for articular cartilage regeneration. 13 If left untreated, OCD may progress to early symptomatic degenerative joint disease.
14 Multiple alternative methods are available for treating chondral lesions, although arthroscopic autogenous osteochondral transplantation (cylindrical osteochondral graft harvested from the non-weight bearing joint surface) has been reported to be an acceptable and reliable method for treating chondral defects. 13 Mesenchymal stem cell transplantation has recently been described in a case report as a potential treatment for OCD. 
Limitation
The limitation of this case report is its inability to be generalized with respect to diagnosis or treatment across all OCD patients.
CONCLUSION
This case report describes a lateral femoral trochlea osteochondral lesion with an associated large osteochondral fragment in a rare location, without a history of acute trauma. Symptoms of posterior knee pain require careful evaluation by clinicians and radiologists to ensure timely diagnosis and optimal treatment.
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Practical Applications
• This study describes an unusual cause of knee pain.
• Multiple imaging modality reveals the rare cause of knee pain.
• The final diagnosis was osteochondritis dissecans.
